Perineal procedures have higher recurrence and lower mortality rates than abdominal alternatives for the treatment of rectal prolapse. Presence of incarceration and strangulation also influences treatment choice. Perineal rectosigmoidectomy is one of the treatment options in patients with incarceration and strangulation, with low mortality and acceptable recurrence rates. This operation can be performed especially to avoid general anesthesia in old patients with co-morbidities. We aimed to present perineal rectosigmoidectomy and diverting loop colostomy in a patient with neurological disability due to spinal trauma and incarcerated rectal prolapse.
INTRODUCTION
moid colon was exposed. The meso dissection was performed with Ligasure. Large arteries and veins of the sigmoid colon and rectum were ligated with 2/0 silk sutures, were cut and the meso dissection was completed ( Figure 3 ). The resection was completed by circumferential transection of the sigmoid colon with electrocautery 2 cm proximal to the anal verge. Mucosal bleeding control was done. The anastomosis line was exposed with two overlapped rings of an outer anal canal and an inner sigmoid colon ring. The anastomosis was completed with continuous 2/0 Prolene suture in a single layer (Figure 4 ). The anastomosis line spontaneously reduced. On digital examination, the rectal anastomosis line was felt 6 cm proximal to the anal verge. Through an approximately 3 cm circular incision in the left upper quadrant, the skin and subcutaneous fat tissue were excised. The descending colon near the splenic flexure was pulled towards the incision. The protective sigmoid colostomy was matured in accordance with the technique. His postoperative follow-up was uneventful. Stool discharge was observed from the colostomy on postoperative day 1. Oral intake was started. The patient was discharged on postoperative day 3 following proper wound healing, adequate food intake, acceptable pain control with oral nonsteroidal anti-inflammatory analgesics, and ostomy care training.
DISCUSSION
The prevalence of external prolapse in the general population is less than 0.5% (3). 80-90% of patients with rectal prolapse are women over the age of 50. Although the etiology of rectal prolapse is unknown, the most accepted theory, as shown by defecation proctography, is rectorectal intussusception (1). Its incidence is higher in elderly patients, those with vaginal birth, chronic psychiatric disorder, and Ehlers-Danlos syndrome type IV (1). Defecation is a complex mechanism in which several muscles and nerves participate. The anorectal and pelvic autonomic innervation is controlled by both the autonomic and somatic nervous systems. The levator ani and puborectalis muscles are innervated by sacral 2-5 nerves, while the external anal sphincter muscle is innervated by pudentalis inferiorrectalis inferior nerve. Parasympathetic innervation is supplied by sacral nerves 2-4, and sympathetic innervation by the pelvic plexus. The sensory innervation of the anal region and distal rectum is also supplied by the pudendal nerve (4, 5) . We believe that our patient's prolapse etiology was associated with the previous trauma-related spinal injuries that have led to both motor and sensory deficits. Our patient has been complaining of fecal incontinence and constipation for the past 6 months.
There are various surgical treatment options for rectal prolapse. Surgery can be performed by either abdominal or perineal approaches (6) . The morbidity and recurrence rate of each operation varies. Abdominal surgeries have less recurrence and higher mortality rates than perineal surgery (6, 7). Additionally, abdominal surgeries have a higher risk of impotence and infertility (8) . Abdominal approaches include suture rectopexy (mortality 0%, recurrence 0-3%), suture rectopexy + resection (mortality 0 to 6.7%, recurrence 0-5%), posterior mesh rectopexy (mortality 0-3%, relapse 3%), anterior sling (Ripstein procedure) rectopexy (0 to 2.8% mortality, recurrence 0-13%), laparoscopic rectopexy (0% mortality, recurrence 0-10%) (7). In the laparoscopic approach, length of hospital stay and mortality rates are low while relapse is more common, especially because of inadequate dissection during the learning curve (6) . This operation also requires laparoscopic surgical knowledge and experience. Nevertheless, laparoscopic rectopexy is a good treatment option with acceptable recurrence and low mortality rate. Perineal approaches mainly refer to two operations including Delorme's operation (mortality 0-4%, 4-38% recurrence), and perineal rectopexy (mortality 0-5%, 0-16% recurrence) (7).
The choice of surgery must be decided according to the patient and surgical experience. Abdominal surgery may be preferable for curative intent in especially a young patient without comorbidities, those with high intellectual and cultural status, and in patients who can deal with the morbidity burden. Poylin et al. (6) reported that abdominal surgery in elderly rectal prolapse patients is as safe and effective as in the young. Laparoscopic rectopexy is a good treatment option with low recurrence and mortality rates. This procedure requires advanced laparoscopic knowledge and experience. Perineal surgery may be especially preferred in debilitated patients with co-morbid diseases and older age groups (7) . The applicability of perineal rectosigmoidectomy under spinal anesthesia provides another advantage in the choice of surgery.
Surgical options are more challenging in case of incarceration, due to the increased risk of performing surgical anastomosis because of bowel edema. Initially, reduction should be tried to reduce edema and the consequent risk of surgical complications, as well as to schedule for an elective surgery. Methods such as mannitol, elastic compression, hyaluronidase and sugar application can be used for reduction (1) . The rate of anastomotic leak is 2-6% in elective rectosigmoidectomy in contrast to the 25% in incarcerated prolapse. Stapled methods and the two-stage approach have been tried to reduce the leakage rate, but the most common application is protective ileostomy or colostomy (9) . Perineal rectosigmoidectomy and protective loop colostomy surgery through one incision is a less invasive surgical option with less risk of contamination as compared to open prolapse surgery. The length of hospital stay is also shorter in perineal approaches as compared to abdominal procedures (10) . Compared with abdominal rectopexy, this surgery has disadvantages such as the need for bowel resection, the requirement for an anastomosis, an ileostomy or colostomy, and a second surgery for ostomy closure. Although rectal prolapse is a rare disease, it can be encountered in clinical practice. Perineal rectosigmoidectomy is a reasonable surgical option in selected cases.
CONCLUSION
The type of surgery for patients with rectal prolapse should be selected by taking the patient's overall condition and the surgical experience into account. Although its recurrence rate is higher as compared to abdominal rectal prolapse procedures, perineal resection may be the preferred surgical option in incarcerated rectal prolapse, especially those requiring resection, in debilitated, elderly patients with co-morbid diseases, and in whom general anesthesia is contraindicated.
